irrelevant; of one confronted by a door that is shut. Hospice care opens that door. It provides a positive orientation for everyone in the therapeutic triad: patient, family and care-giver. It concentrates on what can be done; on the needs of the person in the patient and of the family. It recognizes the potential the situation holds for both personal growth and reconciliation in relationships.
Further research is needed to define optimal models of hospice care and to separate fact from hypothesis. Much, however, has already been accomplished. Saunders has provided a firm foundation on which to build. It is now clear, as Twycross points out, that hospice care has indeed produced a significant thrust -a thrust toward 'redressing the balance in medicine'.
Balfour 
Microsurgery of the larynx
Since Babington in 1829and Garcia in 1854 used mirrors to view the larynx, revolutionary advances have been made in diagnosis and treatment of diseases of the larynx. Direct examination allowed visualization, palpation, and even instrumentation, but the administration of anaesthesia required compromises. Local anaesthesia allowed an unobstructed view, but sometimes led to inadequate examinations because oflimitation of time, or pain affecting areas beyond the range of local anaesthesia. Intubation general anaesthesia introduced an element of competition, with both the anaesthetist's tube and surgeon's laryngoscope vying to occupy the laryngeal airway simultaneously. The number of anaesthetic techniques devised to eliminate this problem are a tribute to human 0141-0768/80/070473-02/$01.00/0 ingenuity. They include apnoeic and spontaneous breathing techniques as well as a large variety of tube sizes, shapes and positions combined with various flow rates. However, no single system seems universally suitable. Anaesthetist and surgeon must jointly tailor the choice of anaesthetic technique to each specific problem.
Originally the surgeon lifted the laryngoscope with one hand and with the other pinched off or tore pieces of tissue, monitored by one eye seeing as best it could in the dull light available. With the knowledge that early diagnosis of cancer gives the best chance of cure, there arose a pervading desire to diagnose earlier malignant and premalignant changes. Development of the various suspension laryngoscopy systems of Killian, Lynch, Lewy, etc., enabled the operator to use both hands, making more complex surgery possible. The least complex suspension mechanisms use the chest for support, but chest compression may limit aeration, especially in children. To minimize this problem, small tables or frames can be placed above the chest as an alternate point of fixation. This has the incidental extra benefit of reducing movement of the laryngoscope with each breath, which has facilitated photography.
In 1958a ten-fold magnifying prism was affixed by a swivel mount to a laryngoscope allowing for monocular magnification of epithelial changes. Within four years the Zeiss operating microscope was adapted for this use. The microscope technique proved a valuable teaching tool by the use of a beam splitter and side arm viewing and has been adapted to photography and television as well. New laryngoscopes, to provide more instrument room and better binocular visualization, were soon developed, but these larger laryngoscopes sometimes failed to be practical in patients with narrow mandibular arches, large tongues, cervical spine abnormalities and prominent teeth or fixed dental appliances. Fibre optic light carriers provided even better illumination for higher magnification, and longer focal length objectives of 300-400 mm were likewise designed for improved working distance and enhanced depth perception.
The desired working distance is influenced by fundamental factors such as arm length and the size and shape of instruments being used. A factor that seems to elude many people's attention and is rarely commented upon involves the physics of binocular vision. In order to look with both eyes through an open tube, there is a minimum distance past which one cannot go. The smaller the tube, the greater must be this distance. This same principle applies to the operating microscope. Using a 300 mm working objective requires a larger laryngoscope to maintain binocular vision than does the 350or 400 mm objective. Conversely, if a patient will tolerate only a small laryngoscope, one must decide whether a longer working distance or monocular vision is the better alternative.
The most recent innovation has been the addition of the costly carbon dioxide laser to the microscope so that delicate movement of a lever on the microscope moves the focused laser beam with extreme precision. Many uses of this system are being developed but to date its major contribution has been the treatment ofjuvenile papillomata. It should be remembered that the laser beam vaporizes tissue and therefore is an almost bloodless precision cutting tool.
There is something about using a microscope that appears more scientific than using the naked eye, but there are times when the patient's needs are best met by not using the microscope system. Strong (1970) gave a warning that microscopic laryngoscopy is only a means to an end. His concern that it not become a gimmick or status symbol has proven prophetic in the light of subsequent developments.
Use of the microscope is not a substitute for biopsy, but it greatly increases the likelihood of taking a biopsy from the most dysplastic area, especially when combined with supravital staining. Tumour margins can often be delineated with great accuracy by this method, which can be especially valuable in cases of carcinoma evaluated for partial laryngectomy. It is sometimes difficult to be certain of the inferior limits of bulky tumours when using conventional methods of evaluation. For these special cases, it should be remembered that valuable additional information can be gained with the use of mirrors viewed through the microscope or by using side viewing telescopes.
Pathologists will readily agree that microcupped forceps often result in micro-specimens which make diagnosis difficult. Obviously, the largest most representative biopsy is ideal, and micro-instruments were designed to provide this. In many hands the opposite occurs. Micro-instruments are designed for bimanual manipulation, for traction and knife or scissor excision. We are reminded of general surgical principles of blunt and sharp dissection that still apply to micro-manipulation. If our only plan is to grasp and tear a piece of tissue, large cupped forceps judiciously applied (not biting too deeply into normal tissue) produce a better specimen than a small one. In inexperienced hands 'microsurgery' can be distinctly inferior to 'standard' techniques. Kleinsasser's (1978) book is an excellent source of valuable information about microsurgery, but it must be read with discernment since he is an unabashed enthusiast of microsurgery.
A frequently overlooked risk of microsurgery is cardiac complications, most likely precipitated by stimulation of the deep pressure receptors of the larynx during suspension laryngoscopy. Proper head positioning can more easily reveal the desired part of the larynx and thereby reduce pressure on larynx and oral mucosa. Continuous cardiac monitoring for arrhythmias is a necessity, but even with this facility Strong et al. (1974) had five cases of myocardial infarction (three silent) as wen as transient ischaemias and significant arrhythmias in their closelycontrolled series with pre-and postoperative ECG. Their overall incidence of cardiac complication was nearly 7% in a high risk group and almost 2% in the group without preoperative history of cardiac disease. This represents a tenfold higher incidence after microsurgery than after other surgical procedures under general anaesthesia. Clearly the suspension system allowsgreater and more prolonged pressure upon the larynx, with increased risk. Such risk must be carefully weighed against the expected benefits of these techniques.
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